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Short admission in an emergency psychiatry unit can 
prevent prolonged lengths of stay in a psychiatric 
institution
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Abstract
Objective: Characterize and compare acute psychiatric admissions to the 
psychiatric wards of a general hospital (22 beds), a psychiatric hospital (80) 
and of an emergency psychiatry unit (6). Method: Survey of the ratios and 
shares of the demographic, diagnostic and hospitalization variables involved 
in all acute admissions registered in a catchment area in Brazil between 1998 
and 2004. Results: From the 11,208 admissions, 47.8% of the patients 
were admitted to a psychiatric hospital and 14.1% to a general hospital. The 
emergency psychiatry unit accounted for 38.1% of all admissions during the 
period, with a higher variability in occupancy rate and bed turnover during 
the years. Around 80% of the hospital stays lasted less than 20 days and 
in almost half of these cases, patients were discharged in 2 days. Although 
the total number of admissions remained stable during the years, in 2004, 
a 30% increase was seen compared to 2003. In 2004, bed turnover and 
occupancy rate at the emergency psychiatry unit increased. Conclusion: 
The increase in the number of psychiatric admissions in 2004 could be 
attributed to a lack of new community-based services available in the area 
beginning in 1998. Changes in the health care network did affect the 
emergency psychiatric service and the limitations of the community-based 
network could influence the rate of psychiatric admissions. 
Descriptors: Length of stay; Hospital care; Psychiatric emergency services; 
Residence time; Deinstitutionalization
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Resumo
Objetivo: Caracterizar e comparar internações psiquiátricas agudas em 
alas psiquiátricas no hospital geral (22 leitos), hospital psiquiátrico (80) e 
emergência psiquiátrica (6). Método: Foram analisadas todas as internações 
agudas entre 1998 e 2004 na região do estudo, com razões e proporções de 
variáveis demográficas, diagnósticas e das hospitalizações. Resultados: Das 
11.208 internações, 47,8% foram no hospital psiquiátrico e 14,1% no 
hospital geral. A emergência psiquiátrica realizou 38,1% das internações 
no período, com grande variabilidade da taxa de ocupação e giro leito 
durante os anos. Cerca de 80% das internações foram menores que 20 dias, 
com metade destas resolvidas em dois dias. O número total das internações 
permaneceu estável durante os anos, mas em 2004 ocorreu um aumento de 
30% em relação a 2003. O giro leito e a taxa de ocupação na emergência 
psiquiátrica aumentaram em 2004. Conclusão: O aumento das internações 
psiquiátricas em 2004 pode estar ligado ao não surgimento de novos serviços 
extra-hospitalares desde 1998. O serviço de emergência psiquiátrica refletiu 
mudanças na rede de saúde e as limitações da rede de saúde extra-hospitalar 
podem ter influenciado a taxa de internações psiquiátricas.
Descritores: Tempo de internação; Assistência hospitalar; Serviço de 
emergência psiquiátrica, Tempo de permanência; Desinstitucionalização
Introduction
The 1990s were marked by significant changes in mental 
health policies and practices, as seen throughout the world, and 
by the guidelines for psychiatric care proposed by the World 
Health Organization influenced various countries.1 In Brazil, 
governmental polices favored the gradual closing of psychiatric 
hospitals (PH) and the replacement of prolonged stays at 
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psychiatric hospitals with other forms of treatments based on 
community mental health services and admissions to psychiatric 
units at general hospitals.2 The number of emergency units (EP) 
and psychiatric wards at general hospitals (GH) grew over the 
past two decades, but most of these are still located in regions 
that are economically developed (south and southeast) and often 
associated with teaching institutions.3,4
The catchment area of Ribeirão Preto, located in the state of 
São Paulo, Brazil, comprises 26 municipalities with an estimated 
population of 1,200,000 inhabitants and a per capita income of 
U$5,000 a year.5 Since 1990, the local mental health authorities 
have made adjustments to the mental health polices proposed by 
the National Ministry of Health by assigning hospital psychiatric 
care over to an organized network of community-based services 
and providing an academic emergency service for referral for all 
emergency psychiatric services in the area.6 
In 1990, the region offered 1,118 psychiatric beds, mostly found 
in traditional psychiatric hospitals. Occupancy rates were as high as 
96%, with long hospitalization periods and many re-admissions.7 
Beginning in 1995, as a result of the effective application of the 
new polices, a significant reduction in the number of psychiatric 
beds for acute admissions (around 100 beds) was seen, followed by 
a significant increase in community-based services. Although the 
number of psychiatric beds decreased dramatically, the occupation 
rate was no higher than 70%, suggesting that the previous rates 
of psychiatric admissions were artificial and did not reflect real 
clinical hospitalization needs.8 
Beds for acute psychiatric cases were redistributed into three 
different modalities of hospitalization, all under the umbrella of 
the public healthcare system: a traditional PH, psychiatric wards at 
a GH, and an EP located at a general emergency hospital. Working 
in an integrated way, these units became the building blocks of a 
control center for psychiatric admissions; however, the decision as 
to whether hospitalization was needed was primarily taken by the 
EP staff.9 The clinical criteria for the decision to admit a patient 
were essentially based on the psychiatric condition, availability of 
beds at each hospital and on the need for clinical support in the 
case of co-morbidities. 
With the purpose of profiling and assessing the dynamics of 
the mental health network of the catchment area of Ribeirão 
Preto, a retrospective and descriptive study was carried out in 
which all psychiatric hospitalizations recorded in a seven-year 
period (1998-2004) were evaluated. More specifically, this study 
aimed at evaluating and comparing different hospitalization 
modalities: psychiatric wards at a general hospital, a traditional 
psychiatric hospital and a psychiatric emergency ward. A clinical 
and demographic characterization of the hospitalized population 
was carried out, and the hospitalization features of each unit were 
also assessed.
Method
Data from the medical records of all the patients admitted for 
acute hospitalization in the catchment area of Ribeirão Preto in 
the state of São Paulo in the period 1998-2004 were used. The 
108 psychiatric beds reserved for acute admission available in 
the region were found to be located at a traditional PH (80 beds 
distributed into three wards, namely male, female and male drug 
users with 30, 30 and 20 beds respectively), at an EP (6 beds) 
and in the psychiatric wards of a GH (14 beds in 2000; 22 beds 
in the following years).
Data gathered on the three units were used to compose a single 
database so that information relating to hospitalizations could be 
reliably crossed and analyzed. This process was carried out by an 
experienced system analyst and a psychiatrist familiarized with the 
mental health network. The database was built based on the number 
of hospitalizations, and  the factors that could help determine errors 
in the total number of hospitalizations such as temporary discharges 
and transfers among infirmaries were also studied. Hospitalizations 
in each service were considered based on the service from which the 
patient was last discharged from. For instance, a patient who had been 
admitted into the emergency room and had stayed there for 2 days 
but was then transferred to the ward of a general hospital was included 
in the database as an admission to a general hospital. In general, the 
length of stay in the EP remained at less than 48 hours, regardless of 
the hospital to which the patient was transferred (PH or GH).
The demographic variables analyzed included age, marital status, 
occupation, and discharging institution. Psychiatric diagnoses 
were categorized according to the International Classification 
of Diseases10 considering the diagnosis registered at the time of 
discharge. With respect to admission according to one of the three 
possible modalities, we analyzed the number of hospitalizations, 
bed turnover (number of patients/bed/year), occupation rate and 
length of hospitalization.
Numbers and ratios for each variable according to the different 
services were compiled. Ratios in relation to the index year (1998) 
and the frequencies of each variable were used as basis for data 
analysis. Calculations for bed turnover and occupancy rates were 
done based on the number of beds available in each unit. 
The project was approved by the Research Ethics Committee 
of the Faculty of Medicine of Ribeirão Preto, Universidade de São 
Paulo (protocol no. 8216/05)
Results
1. Demographics 
As seen in Table 1, most psychiatric admissions in the catchment 
area of Ribeirão Preto between 1998 and 2004 involved male 
patients (56.0%,) aged between 20 to 39 (53.9%), without a stable 
marriage or marital tie (66.1%). Most patients were professionally 
inactive (64.3%) and came from municipalities within the region 
(97.7%). The profile of patients admitted to each hospital was 
different. The psychiatric wards of the general hospital admitted 
a higher ratio of younger and female patients than the psychiatric 
hospital. 
2. Diagnoses 
Diagnoses of psychoactive substance-related disorders, psychotic 
disorders, mood disorders and personality disorders prevailed in 
all the healthcare services included in this survey. The diagnosis 
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of substance-related disorders was the cause of around 25% of 
the admissions to the PH and to the EP. Approximately one third 
of the patients admitted to both the PH and the GH had been 
diagnosed with a psychotic disorder. However, in terms of the share 
of patients diagnosed with a mood disorder, including both mania 
and depressive episode, in a balanced way, the GH registered a 
higher share (42.0%) compared to the PH (25.2%).The EP had 
a wider variety of diagnoses (classified as “others”) and personality 
disorders in comparison to admissions to the GH and PH.
3. Total hospitalizations
Between January 1998 and December 2004, 5,362 patients were 
hospitalized, totaling the 11,208 psychiatric hospitalizations due 
to readmissions in the region of Ribeirão Preto. Around half of 
these admissions (5,362; 47.8%) occurred at the PH, followed by 
4,269 (38.1%) at the EP and 1,577 (14.1%) at the GH.
Figure 1 shows the total number of admissions and the 
percentage of hospitalizations in each service. In 1998, the total 
number of admissions reached 1,506, remaining stable until 
2003, when a slight increase was observed (1,613 admissions). 
However, in 2004, when 2,101 admissions were registered, there 
was a 30% increase in the number of admissions compared to 
the previous year.
Hospitalizations in the PH increased over time, except for 
2001 even though PH accounted for the largest share i.e., more 
than 40% of the total number of hospitalizations registered in 
the region in 2001. 
Starting in 2000, the number of psychiatric hospitalizations at 
the GH increased significantly, with 2.5 times more admissions 
in 2001-2002 than in the index year. Although hospitalizations at 
the GH decreased in the more recent years, the total number of 
hospitalizations per year was still twice that which was registered 
for the index year. Changes in the number of admissions to the 
GH from 2000 are due to an increase in the number of beds 
from 14 to 22, where the new beds were reserved for short-stay 
admissions. 
The EP accounted for most hospitalizations in 1998-1999. 
However, there was a progressive reduction in the number of 
hospitalizations in this service concomitant with an increase in 
hospitalizations at the GH and the PH. In 2004, consistent with 
the increase in total hospitalizations within the region, there was 
an increase in hospitalizations at the EP that equaled the number 
of hospitalizations in the index year. 
4. Length of hospitalization
Table 1 shows that, of the 11,208 hospitalizations registered 
between 1998 and 2004, around 80% lasted less than 20 days, 
where almost half of the patients were discharged in 2 days. Just 
11.3% of the admissions lasted over 30 days. When hospitalization 
units were analyzed separately, differences between them came 
to the surface. Over 90% of all hospitalizations at the EP lasted 
less than two days and almost all hospitalizations lasted less than 
10 days. At the GH, over 50% of all hospitalizations lasted less 
than 20 days, although 26.9% lasted more than 30 days. At the 
PH, short and medium-term hospitalizations i.e., 3 to 10 days 
(35.7%) and 11 to 20 days (30.1%) respectively prevailed, and 
hospitalization times exceeding 30 days were only observed in 
15.8% of the admissions.
 
5. Bed turnover
As shown in Table 2, the EP experienced the highest 
bed turnover, although a variation did take place depending 
on the year. The bed turnover rate dropped between 2000 
and 2003 and increased once again in the final year of the 
study. The opposite situation was seen with respect to the 
Emergency psychiatry prevents prolonged stay
Revista Brasileira de Psiquiatria • vol 32 • nº 2 • jun2010 • 148
bed turnover at the GH, which increased in 2000. At the 
PH, a yearly increase in bed turnover was observed, especially 
in 2003 and 2004, when the numbers were similar to those 
observed for the GH.
6. Occupancy rate
Figure 2 shows the occupancy rate per year of the three units. 
The beds available at the GH always had occupancy rates of at 
least 80% in all the years surveyed. The occupancy rate of the PH 
increased progressively over the years and, in 2003 and 2004, its 
occupancy rate equaled that of the GH. A decrease was observed 
in the occupancy rate of the EP starting in 1999, however, this 
rate increased in 2004.
Discussion
This descriptive study has provided an evaluation of all the 
psychiatric admissions that were registered in a specific catchment 
area throughout a long period of 7 years and compared the 
different modalities of admissions. Despite the availability of 
many descriptive studies on psychiatric hospitalizations11-18 few 
have worked with large and representative samples collected from 
large regions involving more than one hospitalization unit,19-21 thus 
providing a more encompassing view of the mental health network. 
The demographic profile of the patients admitted to the 
psychiatric units under study is similar to those described in other 
studies.22,23 The majority of the people admitted to these units were 
young, male, unemployed, and did not have any conjugal ties. The 
higher proportion of females admitted to the general hospital could 
be traced back to a slightly higher number of beds (two in total) 
designated for female patients in this unit. The higher proportion 
of younger patients in the GH could also be attributed to the 
tendency of the emergency room staff to avoid referring first episode 
psychosis cases to admission to a psychiatric hospital, as described 
earlier.24 Specifically in the case of the EP, although there are no 
official policies contemplating this, there is a clinical preference 
of sending patients who are experiencing a first episode of a severe 
mental disorder to a general hospital because of the resources that 
are available there to conduct a differential diagnosis. 
The presence of a higher number of patients diagnosed with 
substance-related disorders at the PH compared to the GH can 
be explained by the fact that the mental health unit specialized 
in long-term treatment for these psychiatric patients is located at 
the PH. The same is true for the high proportion of substance-
related disorders diagnosed in the EP, since the management of 
withdrawal syndromes is conducted mainly in the EP.
The proportion of admissions due to psychotic disorders is 
similar in the PH and in the GH, but the same is not true for 
the diagnosis of mood disorder. There is no specialized unit for 
the treatment of mood disorders in the GH and, therefore, this 
data can not be explained by the organization of the network 
of psychiatric services, as is the case with substance-related 
disorders. Since the services included in this study have no 
policies or guidelines recommending that patients suffering from 
mood disorders be admitted preferably to the general hospital, 
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treatment modalities has a positive effect on reducing psychiatric 
admissions.29 The assumption that the health care network is 
overburdened is reinforced by the increase in the number of 
hospitalizations observed at the emergency psychiatric unit. 
Effective emergency services can reduce hospitalizations, but they 
are also represent the main gateway to the system when access to 
the outpatient network becomes limited.30  
Nevertheless, we have not been able to identify other factors that 
could be affecting the follow-up of psychiatric patients relying on 
community based services. For instance, a decrease in the number 
of professionals working in the mental health services or shortage 
of medicines could lead to a new psychotic or mood episode. 
Additionally, a decrease in the ability of the middle-income 
population, including an increasing number of elderly people 
to pay and/or obtain psychiatric intensive care from healthcare 
services other than that obtained from the public healthcare system 
could be associated with a greater use of the intensive psychiatric 
services provided by the Brazilian government.31
The hypothesis of an overburdened mental health network is 
supported by the profiling of bed turnover and occupancy rates. 
The emergency service had a higher bed turnover in the index year, 
but this number dropped progressively during the following years, 
as the bed turnover rate in both the GH and the PH increased. 
However, in 2004, the bed turnover rate in the EP was very similar 
to that registered in 1998. 
The length of stay is a major tool to evaluate mental health care 
networks. Our data have shown that the majority of psychiatric 
admissions lasted less than 20 days, although around 11.3% of 
the total number of admissions lasted more than a month. Longer 
hospital stays can be related not only to the severity of the mental 
disorder but also to non-clinical factors such as the severity of 
psychosocial stressors, unemployment, and inadequate financial 
and social resources.31-35 Hospitalizations in traditional psychiatric 
hospitals are expected to last approximately 20 days, while in general 
hospitals their duration is expected to be shorter than those observed 
in this study.36,37 Again, this can be attributed to the organization 
of the local network, since usually one of the hospital’s wards at the 
general hospital is in charge of highly complex cases.38
Conclusion
The demographic profile of psychiatric patients admitted 
according to different modalities of hospitalization is in tune 
with data described in the literature. The increase in the number 
of psychiatric admissions observed in 2003, and especially in 
2004, seems to be due to limitations of the community-based 
services network in receiving new patients and/or providing more 
intensive care to patients suffering from new episodes; given 
that no services have been established in this region since 1998 
Changes that were made to the health care network impacted 
the emergency service, which accounted for almost 40% of 
all psychiatric admissions observed in the period, freeing up 
psychiatric units designated for more prolonged lengths of stay 
and stabilizing the mental health network. 
we could considered that the data on mood-disorder diagnoses 
could be explained by an unconscious preference on the part of 
the emergency room staff related at brief admission in GH for 
dealing with mood disorders instead of schizophrenia and other 
psychotic disorders.25   
Considering the number of beds available in each service, the 
number of admissions to the PH and the GH is quite expected; the PH 
has 80 beds available while the GH has just 22. The PH was responsible 
for 47.8% of the total admissions whereas the GH was responsible for 
14.1% of the total admissions that occurred in the period. 
However, the rate of admissions to the EP was clearly unexpected. 
The EP, which has the lowest number of beds6 accounts for about 
40% of all hospitalizations. This means that a high proportion 
of the patients suffering from acute psychiatric disorders were 
admitted for a short period of time and then absorbed by the 
network of community-based services. Effective emergency 
psychiatric units mitigate the need for longer hospital stays by 
improving the operation of the network itself.26 Furthermore, 
hospitalization restrictions for cases where a patient really needs 
to be hospitalized can determine the organization of the service 
network and of the flow of patients.27 
The total number of admissions per each year remained practically 
stable until the last years of the study, probably because of health 
network organization through hospitalization service. Although 
the total number of hospitalizations remained stable each year, the 
distribution of admissions in the various services changed, with a 
decrease in EPs and an increase in both PH and GH. The increase 
in GH admissions is justified by the increase in the number of 
beds in 2000, but the increase in HP admissions and concomitant 
reduction in EP admission could also be understood as a gradual 
deterioration of the condition of patients requiring hospitalization. 
The increase in admissions, particularly in 2004, cannot 
be explained by population changes in the catchment area 
under study, since the rate of population growth observed was 
significantly lower than the increase in the rate of psychiatric 
admissions.5 One possible explanation for the change seen in 
the pattern of psychiatric admissions could be the fact that the 
progressive increase in the occupancy rate in the PH reached a 
ceiling in 2003 and 2004. This absence of beds in the PH and GH 
resulted in patients needing hospitalization at the EP, regardless 
of the severity of their condition. Indeed, the increase in total 
admissions in 2004 occurred in light of increased admissions 
in the EP. A major source of concern is the risk of readmission 
shortly after discharge as a direct result of a short hospital stay.28 
Unfortunately, the way in which our database is set up does not 
allow us to access the occurrence of new admissions for patients 
admitted to the emergency room. Therefore, another study will 
be carried out to deal with this issue in particular. 
The progressive deterioration in the condition of hospitalized 
patients could be due to the fact that no new community-based 
service has been created in the catchment area of Ribeirão Preto 
since 1998. Higher hospitalization rates are associated with a 
shortage of community-based services, as the existence of these 
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